P. C. REYNELL
Experiences gained in the armed forces have contributed much to our knowledge of rheumatic fever in adults. It has become clear that the " textbook " descriptions of the disease give a misleading picture of it's commoner features as observed in servicemen. Several large series of cases have now been reported in America (Griffith, 1947; Sokolow and Snell, 1947; Ferguson, 1943; Rosenberg, 1946) ; but, apart from Copemnan's description of atypical rheumatic fever in the Middle East (1944) , the subject has not received the attention which it deserves in this country. This paper is an analysis of the salient clinical features of a consecutive personal series of twenty-five cases of rheumatic fever admitted to the medical wards of a military hospital in Italy during a twelve-month period.
accepting set standards for the diagnosis of rheumatic fever, and twenty-four of the present series fulfil his criteria. The remaining patient differed from the others only in that he was afebrile by the time he was admitted to hospital. The most useful diagnostic criteria were the association of arthritis or arthralgia with fever and raised erythrocyte sedimentation rate, together with a history of an acute infection within the preceding five weeks. In six cases there was a history of a previous attack of rheumatic fever. Onset.-The illness commonly began with ffitting joint pains and malaise, and the patient was usually admitted to hospital within a week of the onset of symptoms (18 cases) but sometimes the onset was extremely insidious and prodromal symptoms might Table 1 , which illustrates the expected drop in case incidence in the late summer and early autumn.
Twenty-one cases gave a history of an infection within 5 weeks of the onset of symptoms. The infections were as follows: tonsillitis (9), febrile coryza (9), septic foot (1), cystitis (1), and gonorrhoea (1). Of the remaining four cases, one suffered from a severe subacute naso-pharyngitis. The interval between the infection and the onset of symptoms is shown in Table 2 .
Clinical Features Jones (1944) has emphasized the importance of last for two weeks (1 case), three weeks (3 cases), four weeks (2 cases), or even five weeks (1 case). With this insidious type of onset, diagnostic difficulties were often encountered, and treatment had often been given for " sprained knee " or " flat feet ". until the involvement of other joints or the clinical thermometer provided further evidence. In two cases erythema multiforme preceded the onset of pains in the joints. The following case illustrates this subacute type of onset. Arthritis.-The story of pain and stiffness in the mornings was very characteristic of the milder arthralgias in this series. All grades ofjoint involvement were seen from subjective arthralgia to the classical hot, red, swollen and exquisitely painful joint. Seven patients had pains in the joints without demonstrable swelling. In two cases one knee only was involved, but the others all developed a migratory polyarthritis. The frequency with which different joints were involved is shown in Table 3 , which gives an idea of the frequency with which the joints of the lower limb were affected.
Simple Type.-Fifteen cases could be classified under this heading. Fever was usually moderate and the temperature rarely exceeded 1020 F. The pulse rate was not disproportionately raised, and rates of over 100 per minute were uncommon. Response to full doses of salicylates was prompt, and the patients were usually afebrile within three or four days. In most cases pains in the joints had subsided within ten days and the patients remained well thereafter. in the first hour. He was admitted to hospital for observation. The next day the temperature rose to 1010 F. in the evening; he complained of pain in the right foot, and the medial aspect of the right tarsus was hot, red, swollen, and tender. On March 11 he was afebrile and free from all pain, but the erythrocyte sedimentation rate had risen to 21 mm. in the first hour. On March 20, when he was up and well and asking -to be discharged from hospital, the erythrocyte sedimentation rate was 33 mm. in the first hour.
Complications
No electrocardiographs were available, but there was no clinical evidence ofcarditis in any case. One or two transient systolic murmurs were heard, but they were neither widely propagated nor associated with cardiac enlargement. In no case was there a diastolic murmur, cardiac enlargement, persistent tachycardia, or pericarditis. The only patient who came under suspicion was kept under observation for three months, at the end of which time his heart was clinically and radiologically normal apart from a soft systolic murmur.
Nodules, purpura, and pneumonitis were not seen in any case. Discussion There can be little doubt that a diagnosis of rheumatic fever was justified in these cases. The clinical picture merges imperceptibly into that of the classical type, and the history of a preceding infection could usually be obtained when sought for. This benign adult form of the disease is probably much commoner than is usually believed, and it has not received adequate recognition only because such cases are not usually admitted to hospital and the clinical picture may be more familiar to the general practitioner than to the consultant. While there would be little disagreement with the view that these patients should be given adequate doses of salicylates by mouth for at least two weeks, the extent to which activity should be limited is controversial. Once a diagnosis of rheumatic fever has been made, it is customary to order rest in bed until all signs of activity have subsided (Sokolow and Snell, 1947; Ferguson, 1943); and Rosenberg (1946) insists on a minimum of six weeks rest in bed. These authors find that electrocardiographic changes during the active phase are common even in mild cases, and Rantz and others (1945) sometimes found such changes in a subclinical " post-streptococcic states" after tonsillitis. However, it is a highly questionable procedure to stigmatize patients with the " cardiac " label on the basis of electrocardiographic changes alone, and it is more important to know the risk of clinically significant cardiac sequelae in these cases. It can hardly be denied that valvular disease of the heart does occasionally occur after mild or even subclinical attacks of rheumatic fever, but the risk of significant cardiac involvement in the type of adult rheumatic fever described here is probably greatly overrated. Copeman (l944) states emphatically that cardiac sequelae did not occur in his " benign " group; and in the series described here, although early activity was permitted, there was no clinical evidence of cardiac involvement although a longer follow-up would have been desirable and five cases were lost sight of before the erythrocyte sedimentation rate had .fallen to normal levels. De Liee and others (1943) found that persistent cardiac sequelae were observed in only 7 per cent. of patients over 25 with first attacks of rheumatic fever, and they were presumably cases of the classical type usually seen in civilian hospital practice. All authorities are agreed that the incidence of carditis is very much greater in the classical than in the commoner benign type of adult rheumatic fever. A common-sense attitude in the matter is essential. The risk of cardiac involvement in the type of case described here is slight, and there is little evidence that activity insufficient to provoke tachycardia is likely to have any deleterious effect on the heart of a convalescent who has no clinical evidence of carditis. On the other hand the evils of uns.ecessary rest in bed are obvious; there is the possibility of anxiety over loss of time or money, cardiac neurosis, stiffness and muscle wasting, etc., and it is interesting that Robertson and others (1946) , who have been treating rheumatic fever with a minimum of rest in bed, have noted no obvious ill effects and a considerable reduction in the total period of invalidism. It seems probable that a minimum of two weeks in bed is advisable in view of the frequency at this stage of a " second wave " type of arthralgia, but thereafter a patient who is free from symptoms can safely be allowed up for increasing periods of time, and can be permitted to indulge in graduated activity insufficient to provoke tachycardia or aching of the. joints. The patient should, of course, remain under medical observation until all signs of activity have subsided. Summary A consecutive series of twenty-five cases of rheumatic fever admitted to the medical wards of a military hospital is described and analysed. The course of the disease was characteristically benign, although arthralgia was persistent in some cases. Cardiac complications were not observed.
The management of mild adult rheumatic fever is discussed.
